Background: Indwelling urinary catheters (IUCs) are placed frequently in older adults (age 65) in the emergency department (ED) and carry significant risks. As highlighted by the Choosing Wisely campaign, this is an intervention that should be considered judiciously.
Background: Hazardous alcohol use places older adults at increased risk for injuries and illness. Emergency department (ED) visits represent an opportunity to identify hazardous alcohol sue and intervene with patients to reduce alcohol intake.
Study Objectives: The objective of this study is to estimate the prevalence of hazardous alcohol use among an undifferentiated population of older ED patients, determine how often alcohol use is documented by emergency providers, and determine how often a recommendation is made to decrease drinking. We hypothesized that less than half of older adults with hazardous alcohol use would receive documented recommendations to reduce drinking.
Methods: This is a prevalence study with enrollment during 4-hour periods randomly selected between 9 a.m. and 9 p.m. on random days of the week at an academic ED in the southeast United States. Participants were non-institutionalized, cognitively intact patients aged 65 years or older without life-threatening illness or injury. Consenting participants were asked about the number of alcohol-containing drinks they consume on average during a week. Nursing and physician charts were reviewed for documentation of alcohol use and recommendations to decrease alcohol consumption.
Results: Among 138 participants, 13 (9%) reported drinking more than 7 drinks containing alcohol per week, which is considered hazardous in older adults. Among those who screened positive for hazardous alcohol use, 69% were male, the average patient age was 76, and the median number of drinks consumed per week was 14. Alcohol use was documented for these patients by the nurse in 77% of cases and by the physician or nurse practitioner in 46% of cases. Only one of the 13 patients received a recommendation to reduce alcohol consumption.
Conclusions: Hazardous alcohol use is prevalent among older adults presenting to an ED in the southeast United States. Documented recommendations to reduce alcohol consumption were infrequent, suggesting a missed opportunity to intervene on this behavior. Study Objectives: To perform a critical review of existing emergency department (ED)-based geriatric fall risk screening tools and to provide a quantitative analysis of the utility of these tools and particular variables in terms of predicting risk of future falls.
Predicting Geriatric Falls Following Emergency
Methods: A comprehensive English-language literature search was performed to identify ED-based studies providing potential geriatric fall risk screening tools and their individual component variables. The applicability of candidate studies was determined using the QUADAS-2 method. Sensitivity, specificity, positive and negative likelihood ratios, as well as test-and test-treatment thresholds were calculated for tools and variables that met criteria.
Results: Out of 608 potential manuscripts and abtracts only 3 candidate studies were identified. From these, 3 separate screening tools were identified with positive likelihood ratios ranging from 1.73 (95% CI 1.07-2.81) to 3.76 (95% CI 2.45-5.78). Only six characteristics were identified in more than one study (past falls, living alone, use of walking aid, depression, cognitive deficit and more than 6 medications). A history of falls in the past year (69%; 95% CI 56%-80%) and living alone 68% (95% CI 51%-82%) provided the highest sensitivities for a future fall in the next 6 months. A self-report of depression was associated with the highest positive likelihood ratio of 6.55 (95% CI 1. 41-30.48 ). The calculated test threshold was 6.6% and the treatment threshold was 27.5%. In other words, a community-dwelling older adult with a fall risk less than about 7% needs no further assessment for 6-month fall-risk. Continuing to evaluate the risk of falls in these low-risk patients could harm more patients than it would help. The treatment threshold, above which the patient merits referral for a fall prevention intervention program, is 27.5%. By continuing to evaluate fall risk in this higher risk population (rather than initiating an intervention to reduce fall risk), more patients might be harmed than helped.
Conclusion: Our study demonstrates the paucity of evidence in the literature regarding ED-based screening for risk of future falls among older adults. The screening tools and individual characteristics identified in this study provides the first organized evidence review and may help guide future studies in developing an optimal screening tool for older adults in the ED to identify those at increased risk for future falls. such as Medical Orders for Life Sustaining Treatment (MOLST) in New York, which address specific interventions such as CPR and intubation, have become widely available, but anecdotal evidence suggests that they are not widely used. The goals of this study are to identify the current percentage of patients that arrive in the ED from a SNF with documentation of their ADs, to assess what percentage of these documents address CPR and intubation, and to compare the information provided between standardized and nonstandardized documents.
Methods: A prospective observational study was conducted among patients from SNFs treated in the ED at two large urban academic medical centers. Investigators recorded availability, type and content of AD documentation for each participant, as well as the mental status, age, and demographics. Descriptive statistics were calculated and subgroups of patients were compared with 95% confidence intervals.
Results: A total of 146 participants were recruited for this study from December 2013 to March 2014. Among them, 49% were 81 to 95 years old, and 31% were 66 to 80 years old. Sixty-five percent of the participants were ultimately admitted to inpatient floor units, 10% were admitted to critical care, 24% were discharged to the SNF, and 1% died while in the ED. Forty-nine percent of the participants arrived with documented ADs. Only 13% of the patients studied had a standardized form such as the MOLST. The most common document utilized was the SNF's patient information sheets (29%). Overall 86% of the documents containing any ADs addressed CPR but only 51% addressed intubation. Standardized forms were more likely to specifically address both CPR and intubation (p < .001) as compared to other non-standardized documents.
Conclusion: The findings of this study suggest that standardizing the documentation of SNF patients' ADs greatly improves rates of availability of this information in a time-sensitive setting such as the ED. A large percentage of patients from SNFs still arrive in the ED without clear documentation of their ADs. Of those who arrive with documentation, most use SNF patient information sheets which lack uniformity, and CPR is more likely to be specifically addressed in the documents than intubation. Using a standardized form, such as the MOLST, does improve the availability of information about CPR and intubation as compared to other methods of documentation. Future programs aimed at increasing MOLST or other standardized form utilization may improve the management of nursing home patients in the ED, particularly for those patients unable to express their wishes directly to physicians.
Comparison of Geriatric and Non-Geriatric Patient
Perspectives on Seeking Care in the Emergency Department Ho B, Dresden S, Aldeen A, Courtney DM, Adams JG/Northwestern University, Chicago, IL Study Objective: Older adults are a growing segment of the US population and are more likely to use the emergency department (ED) than younger adults. Understanding patients' perspectives about their decision to seek care in the ED is important to better tailor changes in ED-based geriatric care to meet geriatric patients' needs. Data focused on geriatric patient decisionmaking regarding acute unscheduled care is limited. The objective of this study was to describe and compare patient reported reasons for seeking ED care among geriatric and non-geriatric patients.
Methods: A prospective, cross-sectional study of ED patients using a previously validated survey administered by study authors. The study population was ED patients aged 18 and older. Patients >¼ 65 years of age were matched by triage score to nongeriatric patients at a ratio of 1:2. Patients were excluded only if they were non-English speaking or tested positive on the six-item screener for cognitive impairment. Patients rated 21 statements about reasons for seeking care in the ED on a 5-point Likert scale (1 ¼ strongly disagree, 5 ¼ strongly agree). Based on the previous validation study, the survey statements were categorized into 5 domains of reasons for ED use: medical necessity, ED convenience, ED preference, limitations of insurance, and affordability. The total score for each of the 5 domains was calculated, and the scores for geriatric and non-geriatric patients were compared using the Wilcoxon-Mann-Whitney test. The domain scores were divided by the number of questions.
Results: A total of 250 patients were approached for participation, 48 refused, 30 were excluded, 172 participated: 101 female (59%), 71 male (41%), 58 (34%), geriatric and 114 (66%) non-geriatric. ESI triage score ranged from 2-4. For geriatric patients the median score and interquartile range (IQR) for each domain were: ED preference: 4.0 (3.0-4.8), medical necessity: 3.5 (3.0-4.2), convenience: 3.2 (2.6-3.8), limitations of insurance: 1.3 (1.0-2.0), and affordability: 1.0 (1.0-1.5). For nongeriatric adults the median scores were: medical necessity: 3.5 (2.8-4.3), ED preference 3.5 (2.8-4.3), convenience: 3.1 (2.6-3.6), limitations of insurance 1.67 (1.0-2.0), affordability 1.5 (1.0-2.0). Geriatric patients were more likely to rate ED preference higher (p¼0.035), and affordability lower (p¼0.048) compared to younger patients. For geriatric patients, ED preference, medical necessity, and ED convenience were the most important domains in deciding to use the ED. Geriatric patients rated the following statements highest for each domain respectively (median, IQR). "The medical care is better here" (4.2, IQR 4-5), "The ED is the right place for this problem" (4.5, IQR 4-5), and "Everything can be done here" (4.1, IQR 4-5).
Conclusion: Geriatric patients and younger adults have similar reasons for using the ED. The perception of medical necessity, preference for the ED or hospital, and convenience were most highly rated by both groups. For geriatric patients, preference for ED-based acute care was more important and affordability of care was less important than for younger patients. This work begins to describe geriatric patients' perspectives on how they decide to seek care in the ED. Additional work is ongoing to better understand geriatric patients' goals and expected outcomes of ED visits. 220 Improving Care for Injured Older Adults: A Qualitative
Study of Providers and Patients
Padrez KA, Carr BG, Delgado MK, Holena DN, Dahodwala N/University of Pennsylvania, Philadelphia, PA Study Objectives: Wide variability exists in the structures and processes of care for injured older adults. This study explored the practices and beliefs of providers who care for this population across the continuum of acute care, as well as the experiences of older adults admitted for trauma care. We sought to identify challenges specific to the trauma care of injured older adults from both a provider and patient perspective as a groundwork for developing practical, patient-centered interventions.
Methods: We performed semi-structured, qualitative interviews with two types of stakeholders in acute geriatric trauma care: providers and patients. Our purposive sample of providers included paramedics, emergency physicians, trauma surgeons, hospitalists, orthopedic surgeons, neurologists, neurosurgeons, social workers, physical and occupational therapists, and geriatricians from 5 hospitals in Philadelphia, PA and New York City, NY. Topics explored among providers were: the current structures of trauma care, geriatric-specific pathways or trauma units, and ways to improve and evaluate care for this patient population. Injured patients 55 years of age or their caregivers were interviewed on the day of discharge from an urban, academic, Level 1 trauma center in Philadelphia, PA. Topics explored among patients were: hospital experience, goals of care, ancillary support, resources at home, and any other concerns. Interviews were transcribed and coded for analysis by two independent investigators using a modified grounded-theory approach and NVivo software. Enrollment continued until theme saturation was reached in each sample.
Results: Thirty-one providers and 21 injured older adults or their caregivers were interviewed to reach theme saturation. The majority of providers were not using geriatric-specific protocols or care units but agreed on the benefit of geriatric emergency departments and inpatient geriatric services. Theme saturation determined 6 key domains for improvement among providers: comprehensive assessment of comorbid conditions, a co-management approach to care, communication between inpatient and outpatient providers, fall prevention, greater use of ancillary staff, and transitions to home or rehab facilities. All providers considered functional status or return-to-baseline to be the most important outcome measure in this population, but wide variation existed between various specialties on the value of other outcomes, such as in-hospital mortality or delirium prevention. The majority of the patient sample (mean age ¼ 71 years) experienced falls. Patients elicited 5 key domains important to care: returning to pre-injury baseline, education and patient advocacy, transitions between care providers or facilities, accessing home services such as therapy, and managing their chronic illness after injury.
Conclusion: We identified 6 key themes among providers and 5 key themes among patients important in the care of injured older adults. Both patients and providers believe transition of care is a key area for improvement. Future research should develop and test systematic geriatric trauma care protocols that encompass these domains shared by stakeholders in acute geriatric trauma care.
